patient who normally demands to be informed as difficult because of excess work load, lack of job satisfaction, fatigue syndrome, and long working hours; as a consequence the relationship between the physician and the patient is disrupted (14, (16) (17) (18) . The lack of administrative policies and strategies for coping with difficult patients may also cause patients to be perceived as difficult. Identifying and managing difficult patients should involve teamwork. This teamwork should include all physician-, patient-, and system-related problems, and should be appropriate for different situations in clinical practice (19) .
It has been observed that physicians experience more problems and cannot establish patient-physician relationship in an expected way during clinical practice with patients who were qualified as behaviorally or emotionally difficult. Failure to establish an effective physician-patient relationship may disrupt the execution of health-care services effectively in daily practice, delay the treatment of patients, cause physicians to feel exhausted psychologically, cause discontentment of both physicians and patients, and lead to legal issues (20) (21) (22) . All these conditions cause health-care facilities to be used more than necessary, much more laboratory testing to be performed, unnecessary medications to be prescribed, and as a result increased healthcare costs (22) (23) (24) .
In the present study, we focused on patient-, physician-, and healthcare-system-related reasons for the difficulties experienced in patient-physician communication. With this study, it is aimed to examine the reasons why a patient is evaluated as difficult, and to shed light for subsequent studies by evaluating attitudes and behaviors of physicians in coping with difficult patients and/or relatives.
Materials and methods

Study protocol
This cross-sectional survey study was conducted between 15 May 2013 and 15 June 2013 in order to determine the reasons why patients are considered difficult and to evaluate attitudes and behaviors among physicians in coping with difficult patients and/or relatives. The study population included 245 specialists and 256 residents from Ankara Atatürk Training and Research Hospital, and 216 specialists and 244 residents from Dışkapı Yıldırım Beyazıt Training and Research Hospital. A total of 223 physicians from Ankara Atatürk Training and Research Hospital and 247 from Dışkapı Yıldırım Beyazıt Training and Research Hospital were contacted for the survey and the questionnaires were delivered them to be filled out, but only 400 questionnaires were received back. Four hundred and ninety-one physicians could not be reached due to reasons such as their heavy workload, serving in the operating room, and being on annual leave.
This survey was conducted in order to evaluate the attitudes and behaviors of physicians in coping with difficult patients and their relatives. The content of the questionnaire was prepared by making use of the contemporary national and international literature. The terms "patient-physician communication", "difficult patient", "coping with a difficult patient", "negative communication", and "communication skills" were searched using Google, PubMed, and the ULAKBİM database, in Turkish and English. First, a draft was prepared by our family medicine clinic and implemented as a pilot and after the necessary corrections were made the content of the questionnaire was finalized.
The final questionnaire included 23 questions about the socio-demographic characteristics of the physicians, the factors that affect evaluating the patients as difficult including the reasons and frequency of negative communications with patients and relatives, the difficult patient groups that physicians face, and the methods they use in dealing with difficult patients. Twenty questions were in multiple-choice form, and three questions were prepared as a 5-point Likert scale. Each questionnaire was delivered to the physicians personally at their workplaces. The questionnaires were filled out by the physicians themselves. Participation was entirely on a voluntary basis. In this regard, participation consent forms were included at the beginning of the questionnaires. One of the limitations of our study is that the study was conducted in two training and research hospitals randomly selected in Ankara district.
Statistical analysis
The data collected by survey were transferred to computer media using a statistical analysis program. The chi-square test used in the statistical analyses. All of the returned surveys, including uncompleted ones, were included in the study. A level of P < 0.05 was considered statistically significant.
The study was approved by Yıldırım Beyazıt University Faculty of Medicine Coordinatorship of NonPharmaceutical Clinical Research Ethics Committee on 5 November 2012 with ethics committee decision no 72.
Results
The mean age of the 400 respondent physicians was 32.24 ± 6.77 years (range 23-62); 191 (47.8%) of them were male and 209 (52.3%) were female. While 38.3% of the physicians were serving in internal branches, 32.5% of them were serving in surgical branches and 26% in family medicine. Moreover 66.1% of the participants were residents and 33.9% of them were specialists. Regarding the units in which the physicians worked, 53.5% of them were working in outpatient clinics, 38% in clinics, 2.5% in family medicine centers, and 6% were academic staff. The rate of physicians examining less than 50 patients a day was 50.8% and the rate of those examining more than 50 patients was 49.2%; in addition, the rate of physicians who work more than 10 hours a day was 41.8%. We found that 345 (86.3%) physicians were on duty after hours at their institutions, while 55 (13.8%) physicians were not. The number of physicians being on duty between 4 and 8 times a month on average was 167 (48.4%). The rate of physicians being on duty 4-8 times a month on average was 39.6% in internal branches and 42.5% in surgical branches, while 41.7% of the physicians in surgical branches were on duty more than 8 times a month. The majority of the family medicine specialists/residents (70.1%) were on duty an average of 4-8 times monthly. Three hundred physicians (75%) stated that they had been working less than 10 years and 100 physicians (25%) stated that they had been working more than 10 years. In addition, 371 (92.8%) physicians stated that they had experienced negative communication with patients previously, 24 (6%) physicians stated that they had not, and 5 (1.3%) physicians stated that they could not remember.
The physicians working an average of 7-9 hours daily stated that they usually experience negative interactions with patients and/or relatives 1-5 times per year, whereas the physicians working an average of 10-12 hours and more than 12 hours stated that they experience negative interactions with patients and/or relatives 1-3 times per month. It was found that 51% of the patients with whom the physicians experienced negative interactions were university graduates and 43.25% were illiterate. Furthermore, 164 (85%) female physicians and 148 (83.1%) male physicians stated that the sex of the patients does not affect their negative interaction with patients (P > 0.05). In addition, 381 (95.5%) physicians answered the question on whether patients and/or relatives were negatively biased in communicating with healthcare professionals as "absolutely yes" or "yes", and they also stated that these negative biases of the patients mostly (81%) resulted from TV programs that they had been watching.
Regarding the physicians' methods of coping with difficult patients, 46.81% of the physicians stated that they cope with difficult patients depending on their own experiences, 22.50% of them stated that they cope with difficult patients by depending on impressions they get from colleagues, and 15.28% of them stated that they depend on the impressions they acquired from teachers during their education.
Regarding their ability to cope with difficult patients 47.8% (n = 191) of the physicians participating in the study evaluated themselves as medium and 41.0% (n = 164) evaluated themselves as good. Regarding experiencing negative communications with patients and/ or relatives, 92.7% of the physicians working more than 10 years in the profession and 93% of those working less than 10 years stated that they had experienced negative communications with patients and/or relatives. The majority of the physicians (33.9%) working less than 10 years in the profession stated that they experience negative communications with patients and/or relatives 1-3 times a month, whereas the majority of the physicians (51.6%) working more than 10 years stated that they experience negative communications with patients and/ or relatives between 1 and 5 times a year. In our study, a statistically significant negative correlation between the physicians' working experience and the frequency of negative communications was found (P = 0.000). There is a significant relationship between the working branch and frequency of negative communications experienced with patients and/or relatives (P < 0.05) ( Table 1) . The majority of the physicians (30.4%) who examine more than 50 patients a day stated that they experience negative communications with patients and/or relatives 1-3 times a month, whereas the majority of the physicians (43.4%) who examine less than 50 patients a day stated that they experience negative communications with patients and/or relatives 1-5 times a year. There is a significant relationship between the number of patients daily examined and the frequency of negative communications experienced with patients and/or relatives (P < 0.05).
The comparison of physicians' agreeing with the physician-and healthcare-system-related precipitators of difficult patient encounters according to branches of the physicians are given in Tables 2 and 3 . There is a statistically significant relationship between being experienced more than 10 years and agreeing with the statement "The frequency of negative communications with patients has been decreasing as I have been gaining experience in the profession" (P = 0.035).
When comparing the physicians' agreeing with the physician-and healthcare-system-related precipitators of difficult patient encounters according to the number of patients they examined daily, it is found that there are statistically significant relationships between examining less than 50 patients a day and encountering (P < 0.05):
• Physicians' personality traits play an important role in communication with patients (P = 0.007).
• A patient that I labeled difficult may not be regarded in the same way by another physician (P = 0.007).
• Physician-related problems may also cause a patient to be labeled difficult (P = 0.000).
• I believe I spend enough time for difficult patients (P = 0.028).
• Hospital management is able to find effective solutions to the problems (P = 0.001).
• I believe that organizing seminars and conferences about communication in the hospital would be helpful (P = 0.000). There are statistically significant relationships between examining more than 50 patients a day and the levels of agreement with the expressions below (P < 0.05):
• The frequency of negative communications with patients and/or relatives has been decreasing as I have been gaining experience in the profession (P = 0.013).
• I believe healthcare communication applied at the hospital is adequate (P = 0.026). The comparative data for the frequency of encountering a difficult patient and the branches of the physicians are given in Table 4 .
There are statistically significant relationships between physicians with experience less than 10 years and frequency of encountering:
• Verbally abusing, offending patients or those prone to violence (P = 0.010).
• Patients with unresolved, recurrent complaints (P = 0.001).
• Patients with multiple complaints and chronic diseases (P = 0.042).
• Manipulative, lying patients (P = 0.011).
• Patients with high levels of anxiety (P = 0.035).
• Patients with inappropriate demands (report, audit etc.) (P = 0.000).
• Patients angry towards physicians (P = 0.001).
• Patients difficult to manage due to lack of knowledge and experience (P = 0.000).
When comparing the frequency of encountering a difficult patient according to the number of patients examined daily, it is found that there are statistically significant relationships between examining more than 50 patients a day and encountering:
• Verbally abusing, offending patients or those prone to violence (P = 0.030).
• Patients angry towards physicians (P = 0.033). There is a statistically significant relationship between examining less than 50 patients a day and the frequency of encountering patients with unresolved, recurrent complaints (P = 0.038).
There is no statistically significant relationship between the frequency of using specified methods in coping with difficult patients and the branches of the physicians. The frequencies of using the aforementioned methods are similar between specialists working in internal, surgical, and family medicine branches (Table 5) .
There is a statistically significant relationship between being more experienced in the profession and the frequency of predefining time and content limits, it is found that the physicians serving less than ten years predefine time and content limits more frequently (P = 0.041).
There is a statistically significant relationship between physicians examining more than 50 patients a day and those examining less than 50 patients in terms of frequency of using a direct approach (to maintain minimum communication) or suggesting the patient consult another physician to cope with difficult patients (P = 0.032, P = 0.45).
Discussion
In our study, we aimed to define the traits of patients that cause them to be labeled difficult and to present the methods of coping with these patients from the physicians' perspective by evaluating the results of questionnaires filled out by 400 physicians. Physicians tend to label patients as difficult under conditions including excess workload, lack of job satisfaction, fatigue syndrome, and long working hours; as a consequence the relationship between the physician and the patient is disrupted (14, (16) (17) . In the study by the American Medical Association conducted with 1391 participants from family medicine, internal medicine, and subspecialty areas, it has been reported that working more than 55 hours a week and under high stress conditions leads to high frustration in relationships with patients (14) . Similarly, in our study the physicians working 7-9 hours a day stated that they usually experience negative communication with patients and/or relatives 1 to 5 times a year, whereas the physicians working 10-12 hours and more than 12 hours a day (41.8%) stated that they usually experience negative communication with patients and/or relatives 1 to 3 times a month. In a study investigating effects of doctor-patient relationship on healthcare utilization, it was concluded that patients with lower level formal education use healthcare services more frequently, and have been labeled more difficult patients by physicians (25) . Magnus and Mick noted that many research studies concluded that highly educated patients with high socio-economic status received more information from physicians, whereas patients with low socio-economic level could not get more information from physicians, although they would like to (13) . In a survey conducted in Selçuk University Meram Medical Faculty (SUMTF) with 178 healthcare professionals, the question about whether the socioeconomic and educational status of the patients affected the interaction between healthcare workers and patients was answered as "I strongly agree" by 38.8% of the participants and as "I agree" by 39.3% (26) . In a study conducted via face-to-face interviews with 10 physicians in the province of Isparta, 5 participants stated that high level of education and 3 participants stated that very low levels of education affect communication positively. It has been suggested that patients with high levels of education may affect the communication positively by understanding the instructions of physicians better but negatively by insisting on unnecessary tests, whereas patients with low levels of education may affect the communication positively by being more obedient and cooperative during treatment (27) . In our study 51% of the patients experiencing negative communication with physicians were university graduates and 43.25% were illiterate.
In a study investigating the demographic data and healthcare characteristics of difficult patients among 166 patients, it was found that the definition of difficult patient usually includes elderly patients, those divorced or widowed, and women with high percentages (10) . In another two studies including primary healthcare services and ambulatory care clinics, it was found that younger and female physicians encounter difficult patients more commonly (14, 17) . In a study conducted with 400 patients at two state hospitals and a university hospital in Elazığ, it was found that belonging to the same sex is necessary for a healthy physician-patient relationship (49.9%), where the researchers related this result to the mentality connected with the traditional way of life (28) . In the study conducted at SUMTF, the question regarding whether the sex of the patient affects communication was answered as "I strongly agree" by 46.1% of the participants and "I agree" by 28.1% of the participants (26) . In our study, contrary to the literature, we found no significant correlation between the sex of the patient and physician-patient communication (P > 0.05). This may be due to higher socio-economic level of Ankara, where we conducted our study, and a general transition from the traditional lifestyle to modern lifestyle. It is known that the media has mental and behavioral effects on people (29) . The impact of the media on the increasing violence in society is one of the matters debated in recent years. In the study conducted at SUMTF, the reasons for the negative biases of patients and/or relatives towards healthcare workers were related 35% with previous negative experiences of patients and 20.8% with the impact of the media (26) . In our study, 95.5% of the physicians stated that they believe that patients and/or relatives have negative biases in communication with healthcare workers, and 81% of them thought that negative thoughts of patients are related to media publications. In addition, the other reasons for the biases stated by the physicians were the negative attitudes in society by 63.75%, the things heard from other people by 45.25%, and negative experiences of patients by 44.75%.
Physicians use their abilities of clinical communication in both planning the treatment and informing patients and/or relatives (2). The physicians who have taken communication courses before graduation experience negative communication less and have better empathy with patients and/or relatives than others (30) (31) (32) . In a surgical broad participation study conducted with surgery residents it was shown that communication skills are learnable behaviors (30) . In this country, communication skills training in faculties of medicine has been provided by few universities (33, 34) . In our study, we observed that only 9.44% of the physicians had received courses on coping with difficult patients. In our study, 46.81% of the physicians could cope with difficult patients based on their own experiences. In Akdeniz University Faculty of Medicine, after the communication skills courses, the students stated that they were mostly impressed by the experiences and practices of their clinical trainers and the patients' stories (35) . Although practice in medical education has been considered to be based on a master-apprentice relationship, in our study, 15.28% of the physicians stated that they received experience from their trainers, whereas 22.50% stated that they received experience from their co-workers. Medical students' higher dependence on the courses may be due to their lack of professional experience. In our study 49.7% of the physicians thought that seminars and conferences about communication with difficult patients in the hospitals may be useful.
Devoting patients adequate time for providing information about disease process and treatment helps establishing better communication and a secure environment between physicians and patients (15, 36) . Frequent and longer examinations help physicians to know their patients better and facilitate solving problems, because difficult patients often require more time and energy (15) . In survey conducted in a training and research hospital in İstanbul with 80 residents including 40 from internal branches and 40 from surgical branches, the question "Extending examination time boosts my performance" was agreed with more by residents working in internal branches than those working in surgery branches. In the same study it was found that presence of allied health personnel increased the performance of residents (37) . In our study, we found that the physicians working in internal branches allowed sufficient time for difficult patients and they were significantly more knowledgeable about the effects of teamwork on communication in comparison to those in surgical branches.
In a cohort study including physicians and patients in primary care outpatient clinics, the physicians with 10 years of professional experience defined 23% of their patients as difficult, whereas those with 20 years of professional experience defined 2% as difficult (38) . In a study conducted with family medicine physicians the frequency of encountering difficult patients was calculated on a monthly basis for family medicine physicians with 10 years of experience and on a weekly basis in family medicine physicians with less than 10 years of experience (39) . In our study, the majority of physicians with less than 10 years of experience stated that they experience negative interactions with patients and/or relatives 1-3 times per month, whereas the majority of physicians with more than 10 years of experience stated that they experience negative interactions 1-5 times a year (P = 0.000). This may be due to physicians' recognizing difficult patients easily and learning how to cope with them depending on their professional experience. In our study, we found a statistically significant relationship between having more than 10 years of experience and approving of the statement "The frequency of negative communications with patients has been decreasing as I have been gaining experience in the profession" (P < 0.05). We also found a statistically significant relationship between branches of the physicians and experiencing negative interactions with patients and/or relatives; the physicians working in surgical branches were found to experience negative interaction with patients and / or relatives more frequently than those in other branches (P < 0.05). The reason for this may be that surgery patients may be stressful and have greater expectations from their physicians or the surgeon's malpractice concerns, intense working conditions, and the pressure of the masterapprentice relationship dominant in surgery clinics may also increase the frequency of negative interactions. In a study conducted in the Hospital of Dokuz Eylül University Medical Faculty a work satisfaction survey was applied to residents and it was reported that work satisfaction was higher among internal medicine and internal medicine branches than the surgical branches (40) .
Absence of administrative policies and strategies for coping with difficult patients may also cause patients to be perceived as difficult. Identifying and managing difficult patients should be teamwork. This teamwork should include all physician-, patient-, and system-related problems and should be appropriate for different situations in clinical practice (11, 19) . In a survey conducted in Celal Bayar University Faculty of Medicine Research and Application Hospital 40% of the medical staff stated that the hospital administration can find effective solutions to problems experienced, whereas 87.2% stated that they experience communication problems because of the hospital administration (41) . Similarly, in our study, only 55 of the 400 physicians (13.8%) approved of the expression "I believe healthcare communication applied at the hospital is adequate". The rate of physicians who believe that the hospital administration can find effective solutions for the problems experienced with difficult patients was 10.9%. In a study in which 95 hospital managers from private and public hospitals in Mersin Province evaluated their perception of problem solving, it was found that the managers adopted an avoidant and estimating approach (19) . The health care system implemented by hospital management should help doctors and patients by facilitating devoting more time to difficult patients, preventing frequent admissions, and raising awareness (42) . Hospital ethical boards, which include several evaluators, should help to establish a communication bridge by implementing binding rules in cases of conflicts between doctors, patients, and hospital management (43) .
The most common traits of difficult patients were listed as psychological problems and drug addiction in the study of Krebs et al. and as multiple medical complaints, constantly feeling ill, drug-seeking behavior, and chronic pain, by Elder et al. (14, 15) . In our study the most common trait of difficult patients was "multiple complaints and chronic diseases", whereas the least common trait was "drug addiction". The reasons may include the increasingly aging population of Turkey, psychiatric diseases cannot be diagnosed by physicians or are denied by the patient, or legal issues about drug addiction may prevent patients from presenting to hospitals.
In a study that evaluated family medicine and internal medicine specialists together, the traits of difficult patients were listed as insisting on nonindicated drugs, dissatisfaction with the treatment given, and expectations that cannot be fulfilled with the treatment given (10) . In another study including 627 patients, 15% of the patients were classified as difficult by the physicians. The common traits of difficult patients were found to be somatoform disorders, panic disorders, arrhythmia, generalized anxiety, major depression, and alcohol abuse or drug addiction (44) . In recent studies, difficult patients are defined as patients with multiple and repetitive complaints who are not satisfied with the treatment; this is followed by problems related to socio-cultural behavior and literacy and language problems (12) . In a study conducted in 92 patients who had been classified as difficult, significant differences were found between the difficult patients and the control group in terms of being divorced or separated, demanding more testing, and presenting to physicians more frequently (24) . In another study examining difficult patient-nurse communications, 84% of the nurses defined difficult patients as those who are grumbling, furious, or shouting, 81.6% those who reject the treatment, 87.2% those with much pain and constantly shouting, and 84% those who demand, ask something, or call the nurse to the bedside (45) . In our study, we evaluated the responses of the physicians by classifying them according to branches, professional experience, and number of patients examined daily. We found that physicians in internal branches significantly more frequently encounter patients with unresolved, recurrent complaints, multiple complaints and chronic diseases, psychosomatic diseases, and high anxiety, compared to other branches (P < 0.05).
In a study comparing family physicians, internal medicine physicians, and subspecialty physicians in terms of encountering difficult patients, it was found that the rate of dissatisfaction in relationships with patients is significantly lower in family medicine physicians compared to other branches. This result was suggested to be due to the holistic approach of family medicine and family medicine physicians' higher awareness of the importance of psychosocial care (14) . We found that family medicine physicians/specialists are significantly more sensitive than other medical specialties regarding physician-related problems in communication with difficult patients, empathy to patients, and achieving improvement in communication skills by training and experience (P < 0.05). This difference may be due to the fact that 95.45% of the participants in our study were family physicians and patient-physician communication courses in family medicine training includes detailed discussions of subjects such as communication, interviewing techniques, difficult patients, training patients and counseling, telling bad news, and management of patients with behavioral problems.
Serour at al. reported that physicians with professional experience of less than 10 years more commonly encounter with patients with chronic illness and multiple physical diseases (39). Steinmetz et al. reported that family physicians with more than 5 years of experience defined the most common traits of difficult patients as verbal abuse, offensiveness, tendency to violence, unresolved recurring complaints, and multiple complaints like a shopping list, in that order (46) . Perry, in his study, disparately from the others, evaluated experience as frequency of encountering difficult patients and suggested that these doctors provide better care to the difficult patients (17) . In our study the physicians with less than 10 years of experience encounter difficult patients significantly more frequently than those with more than 10 years of experience. This may be due to the acquisition of the ability to communicate with difficult patients by professional experience and learning how to manage the patients who had been labeled difficult easily.
In our study, we found a significant relationship between examining more than 50 patients a day and frequency of encounters with verbal abuse, offensive patients, tendency to violence, or those who were angry with physicians. Excess number of patients results in increased waiting time and reduction of the time allocated per patient and the resulting stress is one of the precipitators of patients with a tendency to violence. In addition, communication skills of the physicians may deteriorate due to excess workload and a patient they labeled difficult may not be regarded as difficult by another physician (46, 47) . Mathers et al. reported that physicians examining excessive numbers of patients experience difficult patient encounters 3 times more than those examining normal or less than normal numbers (16) .
In our study, 371 (92.8%) physicians stated that they had experienced negative interactions with patients and/ or relatives previously. Despite this high rate, 47.8% of the physicians evaluated their ability to cope with difficult patients as medium and 41.0% as good. We found that the physicians' methods of coping with difficult patients included nonjudgmental listening, patience, tolerance, and empathy, in that order, similarly in three groups. Another study conducted by interviews with 15 family medicine physicians with more than 5 years of professional experience reported the same methods, with empathy at the top (46) . In our study, we found that physicians with less than 10 years of professional experience had been predefining time and content limits more frequently. In the current approach, defining time and content limits is one of the recommended methods for focusing on the most important complaints of patients (46) . On the other hand, more experienced physicians may prefer leaving time limits according to the needs of patients in order to achieve details that may explain the reasons that make a patient difficult (8) .
We found that physicians examining more than 50 patients daily had been using a direct approach (to maintain minimum communication) and suggesting another physician less frequently than those examining less than 50 patients; the difference was statistically significant. The reason for this may be that the physicians examining excessive numbers of patients may have to focus directly on the actual complaint and its main reason, without empathy, due to the time limitation. Kutlu et al. in their study evaluated physicians' thoughts about their patients, whether they emphasize with their patients, and whether they reflect this empathy in their practice and relationship with the patients; they found that 71.1% of the physicians thought that understanding the emotional states of both the patients and their relatives is an important part of their relationship with patients. On the other hand, 57.8% of the physicians stated that they do not allow strong relationships between them and the patients and/or relatives to affect them (48) . Suggesting patients visit another physician can be preferred in order to avoid overlooking some symptoms due to anxiety resulting from difficulties experienced in communication. A patient labeled difficult by one physician may not be so for another physician (46, 47) . However, it should be noted that this method may cause anxiety due to elongated waiting time or time loss.
The limitations of our study include being carried out in two hospitals and with 400 physicians and the reasons for defining a patient as difficult were investigated only from the physicians' point of view. Larger studies investigating the reasons explaining difficult patients and solutions including the points of view of patients and the hospital administration are needed.
In conclusion, we found that patients with multiple complaints and chronic diseases are the most commonly encountered group of difficult patients with whom the doctors experienced negative communication. Additionally we found that the frequency of experiencing negative communication increased with average daily working hours, the number of examinations, and working in surgical branches, whereas it decreased with the experience of the physicians. The most common ways of coping with difficult patients are nonjudgmental listening, being patient and tolerant, and empathizing, in that order. The doctors were found to prefer using a direct approach (to maintain a minimum communication) or suggesting the patient consult another physician more commonly as the number of patients examined increases.
We found that the rate of doctors who had taken communication courses during their education in order to communicate and cope effectively with difficult patients they describe was low and the doctors used their own experience rather than training as a way of coping with difficult patients and/or relatives. Interestingly, the doctors' evaluation of their own state of coping with difficult patients was found to be medium/good. Family physicians and specialists were found to be significantly more sensitive compared to other medical specialties in terms of doctor-related problems in communication with difficult patients, empathizing, communication skills achieved by training, and experience.
The doctors' statement that hospital management cannot find sufficient solutions for problems they encounter with difficult patients, in other words the lack of strategies for difficult patients, may also cause patients to be perceived as difficult. Identifying and managing difficult patients should be teamwork. This teamwork should include all physician-, patient-, and system-related problems and should be appropriate for different situations in clinical practice (19) .
